
Patient Health History Form   
Chief Complaint  

 
Why are you seeing the doctor today?         

DOI:        Surgery Date:       
 

Medication Dose  Medication Dose 
                         
                         
                         
                         
                         

 See Medication Appendix 
Allergy Reaction  Allergy Reaction 

                         
                         

   
Past  Medical History 

  
Family History 

 HTN              
 Heart Attack              
 Diabetes              
 Cholesterol              
 Pulmonary              
 Arthritis              
 Cancer              
 Stroke              
 Prostate              
 Female               
 Bleeding              
 Thyroid              
 Osteoporosis              
 Ulcers              
 Blood Clots              
 HIV              
 Hepatitis              
 Other              
 Other              

 
 
 
Past Surgical History  

Surgeries/Hospitalizations Year Complications  
                  
                  
                  
                  

Job status Work in the home Occupation:       Handed:  Right 
Marital Single Children:  Yes #       

Living situation Alone   
Exercise Daily  Type:        

    
Tobacco None Use:       Quit:       

Alcohol None   

initiator:bwiley@desktopmedical.com;wfState:distributed;wfType:email;workflowId:e64885fdcd8f524b949f8788785c94a4



                  
                  
                  
                  
                  

 See Past Medical Appendix 
Have you ever had general anesthesia?   Yes 
Have any problems with anesthesia?    Yes Describe:       
 
Patient Signature:  ___________________________________________ Date_________________ 

 
 
 
 

FOR OFFICE USE ONLY  
 

System Review: 
 

 Cardiac        Respiratory       
 Vascular        GU       
 Neurological        Digestive       
 Musc / Skel        Psychological       
 Endocrine        Hematological       
 Ambulation        Constitutional        
 Other        Other        

 
 
Reviewed By:  _________________________________________MD/DO Date_________________ 
 
 

Completed by:        
INI Date  Staff Review 
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